Special Problems
Mr G T Willoughby Cashell (Royal Berkshire Hospital, Reading) Congenital Dyslexia With all the researches and expert knowledge applied to this condition we must recognize it as an organic entity. It is not discovered until the age of reading is commenced. The child is labelled backward or stupid. It should not be called 'word blindness', a bad term as the child is not blind but is unable to appreciate visual symbols. The features of congenital dyslexia are that there is a familial incidence, there is often a similar reading and spelling difficulty in a parent and a mixed dominance. The children are of normat or high intelligence and do not appear to have any neurological lesion. They are often ambidextrous or with a mixed dominance such as right hand and left eye and may confuse right and left, although this is not an uncommon trait in many. When writing they reverse letters and have a habit of mirror writing which Orton referred to as strephosymbolic. They mix up numbers and in words the order of the letters may be mixed, likewise their spelling is often bizarre. On the other hand they are often surprisingly good at arithmetic. They cannot translate into a written word what they hear and likewise they cannot translate into speech the written word. They have a very poor visual memory and, although short words can often be recalled, a word of numerous syllables is completely unintelligible. The result of these difficulties is that the child becomes emotionally disturbed, especially if the condition is not recognized and the diagnosis is missed. The fact that the child appears to develop normally in the days of the nursery school and the early years at the primary school prevents due notice being taken of the difficulties in reading and spelling until the school curriculum becomes more complicated.
The child is then brought to the ophthalmologist or the otologist, usually both, to ascertain whether there is any visual or auditory defect. There are no signs of defects in the special senses or in mental development.
A general examination of the child should include vision, hearing, intelligence and full examination by a neurologist. It is important to discuss with the parents any similar defect in the family and also have a resume of the child's education up to date. A diagnosis can often be made by careful questioning of the child: one should find out from him where the difficulty lies and get him to write his own name and spell a few simple words. He should be asked to write the alphabet, to tell the time and to indicate his right and left hand, and should be sent for the usual intelligence tests. The following are two typical cases of my own:
Case 1 P H, boy aged 7l Seen at the age of 21 with right convergent squint of 15 degrees. Vision in each eye 6/6 following occlusion.
At age 3 a bilateral medial rectus recession was performed. He finished up with no deviation and binocular single vision and stereopsis before he went to school at the age of41.
At the age of 71 he was referred to Miss Maisie Holt (St Bartholomew's Hospital) as he had difficulty in reading and spelling. His IQ was 111. He reversed letters and wordsreading 'day' as 'bag', writing 'in' as 'ing', 'last' as 'lrst' and 'child' as 'chowl'. He was left eyed and right handed. His visual and aural ,imagery and--wnory were very weak. His attempts to reproduce three-letter words presented visually were unscorable; he obtained a mark of 11, whereas the normal for his age is 64-7. He had, therefore, a primary visual perceptual disability and was taken on for individual intensive treatment.
Case 2 AD, boy aged 10 Unable to read, write or spell. IQ 128. Good at solving practical problems, well above average in arithmetic and general knowledge. He could reproduce design in coloured blocks, but failed badly in matching symbols. He was not a crossed lateral, although he often put his shoes on the wrong feet. He could not tell left from right and put his clothes on back to front. On reading and spelling tests he was four years behind his chronological age. His writing showed reversals and irregularity. There was a history of left-handedness and poor spelling in the family on both sides. He was taken on for treatment.
In treating these children it is important to explain the condition fully to the parent and child, to provide help in the right-left confusion by marking and to obtain individual teaching from experts in the field.
The prognosis is worst in early childhood; the condition may improve on its own, but some cases are severely disabled throughout life. They require careful individual handling and should be guided to careers which do not greatly depend on reading and writing. One of my cases, became an excellent nursery nurse, but covered all her training orally; through the help ofteachers and examiners her examinations also were taken orally.
To sum up, the condition of congenital dyslexia has definite characteristics which have been described. The children are often of high intelligence with a familial incidence and it is a most rewarding condition if diagnosed and treated correctly. Cerebral palsy is defined as 'an inclusive term to describe a group of chronic non-progressive disorders occurring in young children, in which disease of the brain causes impairment of motor function' (Ingram 1964) . Most observers confirm that there is an abnormally high incidence of ocular defects in cerebral palsy (Table 1 ). The prevalence of cerebral palsy in children of school age in urban areas of Great Britain has been variously estimated at from 19 to 2-3 per 1,000 (Ingram 1964) . The main forms of presentation of cerebral palsy are spasticity, athetosis and ataxia, alone or in combination, with either monoplegia, hemiplegia, paraplegia or tetraplegia.
Material and Method
There are about 2,451 children with cerebral palsy at special schools in England and Wales.
The 71 children in this study were all pupils at Craig-y-Parc School for Spastics at Pentyrch, near Cardiff. This is a residential co-educational school of 50-60 pupils run by the Spastics Society. For a child to benefit from such schooling he or she must have an IQ of at least 75; most are 80+. Before admission the child is screened by a pxediatrician, an educational psychologist with special emphasis on IQ, and a social worker with emphasis on the home background. Their reports are then considered by a panel. These children represent the more intelligent section of the cerebral palsied, and but for their physical handicap could probably have attended a normal school. All the children were examined by me annually, some more frequently as required by the findings. Their ages ranged from 5 to 16 years. There were 46 boys and 25 girls.
Results
(1) Normal eyes with good visual acuities, no significant refractive error, no disturbance of motility or squint, were found in only 26 children (37 %). The remaining 63% all showed notable abnormalities which were frequently multiple: optic atrophy, squint and refractive error for example.
(2) Refractive error: All the children were refracted under full cycloplegia. Many of these children seem to have great difficulty in relaxing their accommodation and I attach some importance to this procedure. Owing to their fixation difficulties the large pupil proved a boon for fundus examination, which, if it is to provide an accurate assessment, must be carried out by indirect as well as by direct ophthalmoscopy. A significant refractive error was, for practical purposes, deemed to be present when spectacles were found to improve vision or were needed to control a squint. Thus there were refractive errors in 30 children (42 %).
(3) Visual acuity: Great patience is sometimes needed for this estimation in children who are easily alarmed, whose speech is often almost unintelligible and whose hand movements may be irregularly directed. With the older children ordinary test types are satisfactory, but with the younger we sometimes use types based on the initial teaching alphabet which is used in the classroom. If these fail the 'E' test or the Ffooks test is satisfactory.
A visual acuity of 6/12 or less in one eye was found in 17%, of whom 5 (7%) had a squint in their defective eye with no other abnormality and were presumed to have some degree of strabismic amblyopia. Partial sight (VA between 6/60 and 6/24 in the better eye) was found in 6 (8 %). 
